To report the design, methodology and initial results of the National Socioeconomic Survey of Access to Health of the EsSalud Insured.
INTRODUCTION
Health at population level is influenced by several complex and related factors. The model proposed by Omran 1 attributes changes in health to the epidemiological transition fundamentally to the demographic, social and economic dynamics of a population. Additionally, population growth is influenced by certain determinants such as population distribution, urbanization and industrialization 2 . From this perspective, at the level of public health, it is important to obtain information about the population, its habits, its economic and social dynamics, as well as its environment, in order to establish an analysis of their needs and access to health services. This information needs to be obtained with methods and structured tools in a way that validly allows to extrapolate the findings related to health and its determinants in the population of interest 3, 4 . Therefore, methodologies that allow inference to the general population are required, using the survey technique as a research method that allows obtaining data efficiently and quickly 5 .
In Peru, the National Demographic and Family Health Survey (ENDES) 6 is carried out periodically, an important source of data that allows obtaining information for public policies. However, given that in Peru there is a public health system differentiated according to the provider (Ministry of Health: MINSA and Social Security: EsSalud), our health system (EsSalud) requires having its own population information assured to establish sanitary policies and decision making that fit both hospital data and population data and generate interventions or measures that lead to the benefit of this population 7 . This is how, in 2015, the ENSSA survey was conducted in families with people assigned to the Social Security of Peru, to obtain information at population level and generate evidence for decision making. Some of these results have been published as an input for the decision makers and managers of the institution [8] [9] [10] however, the data collected through this survey could potentially be useful for the scientific community and allow the generation of analytical studies. Consequently, the objective of this article is to describe the detail of the design and methodology aspects of this survey. Additionally, we present results on socioeconomic variables, access to health, lifestyles, accidents and health conditions in relation to life cycle phases and geographic regions of the country.
METHODS
The National Socioeconomic and Health Access Survey of the EsSalud Insured (ENSSA) was carried out in the 24 departments of the country. The main topics investigated were: sociodemographic characteristics of household members, characteristics of the home and household, health status, employment and income, household expenses, knowledge of the services provided by EsSalud, perception of quality and level of satisfaction. The primary objective of the ENSSA survey was to establish the socioeconomic and demographic characteristics of the insured persons, their distribution, health risk factors, prevalence of health problems and the degree of access.
Design of the ENSSA Survey
The universe was constituted by all the population insured by EsSalud (owners and their beneficiaries) who resided in private homes occupied throughout the territory of Peru. This definition excluded the population that lived in collective housing (hospitals, prisons, convents, shelters, among others). Because the insured population is a group of the population connected by networks, and, also, because the population by network is a group connected by health care center, sample frames were formed for each of them. The sampling frames had geographical boundaries of the coverage areas of each health center and the information of the Housing and Population Census of 2007 11 . By combining both resources, the urban blocks that formed the coverage area by health care center were identified. The levels of inference covered by the sample correspond to the national level, care network and healthcare center. The Primary Sampling Unit (PSU) was represented by the conglomerate conformed by an area within the scope of coverage of the Health Center. The Secondary Sampling Unit (USM) was the private home where at least one insured person lived in EsSalud. The units of information or analysis were the people that make up the house, surveying all the members that live in it.
To obtain the sample size, given that there are no previous studies that allow knowing the proportion of access to health of the EsSalud insured at Healthcare Center level, an expected value of 0.5 proportion was used. The Assistance Centers were stratified according to the number of people assigned, and, according to the stratum, a level of precision was assigned. Therefore, using a confidence level of 0.95, an expected margin of less than 12% and a design effect of 1.2, the sample size at the national level was 24,640 homes. The selection of the sample was in two stages: in the first stage, the conglomerates (blocks) belonging to the coverage of an Assistance Center whose well-defined geographical area and whose size was expressed in terms of number of dwellings were selected; in the second, occupied private dwellings were selected, existing within the conglomerates where an EsSalud insured person lived in. The selection of the first stage units was carried out randomly and with a probability of selection proportional to a size measure, by the number of dwellings that have it at the Housing and Population Census of 2007. For the selection of the second stage units (dwellings within each conglomerate) it was asked in the households of the block (starting from the northeast point) if some EsSalud insured person lives in them. If the answer was affirmative, the home was selected. The work in the PSU ended with the successful interviewing of four households.
ENSSA Survey Data Collection
The Survey was carried out using a structured questionnaire and through a direct interview. The information gathering work began on February 1 st , 2015 and ended on March 31 st of the same year. The instrument used for the data collection was a questionnaire applied to households that consisted of 12 sections and a total of 290 questions, the same one that was designed along with officials from the different areas of EsSalud. The content responded to institutional information needs for the decision-making. The variables collected in the survey were self-reported; only in the case of the variable circumference of the abdominal perimeter, the interviewees older than 12 years old were measured; pregnant women, puerperal women and postpartum women of up to 60 days were not included.
The survey takers made a registry of houses in the block assigned to them. This registry included all the dwellings they visited while they inquired about the presence of EsSalud insured people living there. The registration ended when the interviewer got his fourth interview to a home where an EsSalud insured person lived in. Each local supervisor verified the filter sheet to confirm that the record was correct. That is, the survey taker had not omitted any housing and the record reflected the reality of the selected block. The supervision process was permanent throughout the survey and was directly and through re-interviews. Direct supervision consisted in the following of the supervisor with the survey taker at the time of the interview, in order to observe the performance and compliance with the methodology. Likewise, the local supervisors carried out re-interviews with 10% of the production of each interviewer, in order to control the quality of the information gathering.
To validate the survey, a pilot study was carried out with 12 people who formed two work brigades; each brigade was composed of one supervisor and five survey takers. The sample size for the pilot study was 60 dwellings; each survey taker was assigned a district, and within the district a randomly selected block; Within each block the four interviews were developed. The basic condition for conducting the survey was that at least one EsSalud insured person would live there; for this, the interviewer used a filter questionnaire. Once the block was located, the survey taker began his journey through the northwest corner, with the first dwelling; if that dwelling met the established conditions, the survey was taken, otherwise, the adjoining dwelling was continued until its workload was completed. Once the field work was completed, the interviewer reported to the brigade leader and delivered the completed questionnaires for later verification. The time of application of the survey on average was 1 hour and 30 minutes. The coverage was 100% of what was planned. Regarding the omissions, the main one is referred to the distribution of the income of the dependents: it was found that more than 70% does not answer the disaggregated amounts; they only indicate total and net amount.
The interviews with lack of information were classified into two types: 1) Rejection, if one or more members of the household refused to participate. 2) Absenteeism, if one or more members of the household were away from home during the interview. This condition was maintained after the interviewer had visited up to three times the home looking for the person and their local supervisor had verified (a fourth visit) that the person was absent.
Statistical Analysis
For this initial report of results, the data of 62,659 affiliates interviewed in the ENSSA 2015 survey were analyzed. Continuous variables (age) or discrete variables (income, number of household members) were grouped into smaller categories for better interpretation. To show the results of this first report, they were categorized according to age group and region of the country. The demographic, economic characteristics, access to basic services, type of insured and establishment of inscription, lifestyles (physical activity and eating habits), work accidents and health situation of the members according to type of insured (owner or rightful owner) and type of insurance (pensioner or non-pensioner), using the absolute frequencies and percentages. For the variable of origin and place of birth, they were categorized into geographical areas according to the population distribution made by the National Institute of Statistics and Informatics 12 . In all cases, the percentages were calculated adjusted for the expansion factor. All comparisons were made using the chi-square test. The data were processed using the statistical program SPSS version 24.0.
Expansion Factor
For the estimates derived from the National Socioeconomic Survey and Access to Health of the EsSalud insured to be representative of the total of insured persons, it was necessary to determine the adjustment factor (fraction of number of insured persons among the number of dwellings where the insured lives, under the regime within the coverage area of the healthcare center). With this information, the expansion factor (fraction between the number of insured and the number of dwellings visited where an insured lived within the coverage area of the healthcare center) was established to determine the estimates.
RESULTS
The coverage of the field work was over 99% in all departments, not being able to complete 20 surveys in the group of non-agricultural insured people and 20 surveys of agricultural insured people. That is to say, it was possible to interview 24,620 dwellings with non-agrarian insured people and 440 homes with agrarian insured people.
A total of 79,874 people were surveyed, of whom 62,659 were affiliated to EsSalud. The percentage of male and female members is similar in each of the age groups: 69.4% of the insured population reside on the coast of the country, most of them concentrated in Lima and Callao (47.4%) and only 5.6% reside in the country's rainforest. The 48.9% of the total number of insured persons over 18 years of age are mainly employed and have mostly fixed contracts (46.5%). However, if we evaluate the situation of occupation in each one of the life cycles, we show that those over 60 years old are mostly pensioners (53.2%) and the group between 18 and 59 years old (57.5%). Additionally, the average monthly income of affiliates between 18 and 59 years old is between S/. 1,000 and S/. 1,500 (32.0%); while those over 60 years old receive on average less than S/. 850 (37%) ( Table 2 ).
The dwellings are mostly independent (95.0%) and of similar proportions in the three regions of the country. The condition of housing tenure is essentially proper (68.1%); however, this proportion increases in the coast and rainforest (71.2% and 70.8% respectively) and decreases up to 59.7% in the mountains. The dwellings are built predominantly with noble material (88.7%) on the coast; but in the mountains and rainforest only 72.4% and 64.6%, respectively, of the homes of the members are built with noble material. Additionally, a non-negligible percentage of households of affiliates in the rainforest do not have access to public water and sewer network services (15.8% and 16.1% respectively); however, in all three regions there is access to electricity in more than 98% of homes (Table 3 ).
In the insured population older than five years old, it was identified that 34.5% perform some type of sport or physical activity at least once a week; It emphasizes that in young stages, 42.9% (members between six and 11 years old) and 53.1% (members between 12 and 17 years old) perform physical activity, decreasing up to 32.9% in adults and scarcely to 19.8% in affiliates over 60 years old. However, the daily consumption of vegetables and fruits is a habitual behavior in the members; highlights the highest daily consumption of fruits that vegetables in children between six and 11 years old (86.1% and 77.5% respectively) and adolescents (84.2% and 78.8% respectively) ( Table 4) .
The working population (insured ≥ 18 years) mostly does not report having work accidents (95%), only in 3.8% of those who work has a health condition worsened by work activity. Additionally, 14.4% of the working population reports suffering from a disease or chronic health condition; however, these frequencies change by age group: thus, the population over 60 years old is the one that mostly suffers from a chronic illness (52.5%), while in the group of affiliates between 18 and 59 years old only 12% report suffering from any chronic condition. The 3.5% of affiliates report being diagnosed with diabetes, 7.1% of arterial hypertension, more than 4% of dyslipidemia (high cholesterol and triglycerides) and 0.5% of renal failure (Table 5) .
Medical attention was required from 35.9% of the members in the last three months, and 73.1% of them received medical attention; health care was provided mostly in EsSalud health centers (68.9%), 4.2% in health centers of the Ministry of Health, 15.9% in private clinics and 8.5% in pharmacies. Members who received medical care took less than a month to get their appointment (87.3%); the perception of severity of the disease by the patient is greater than that of the professional who attended them (35.2% versus 25.8%). The requirement for medical assistance is higher in the mountains (43.4%) and a scant 26% in the rainforest. Likewise, the proportion of members who require assistance and receive medical attention is lower in the rainforest and mountain range of the country (64.8% and 67.9% respectively) and the medical care of these patients is in pharmacies in a significant percentage of the members (16.7% in the mountains and 11.2% in the rainforest). Additionally, it was identified that patients have a perception of greater severity of their health compared to that reported by the attending physician; thus, we show that when asked about the degree of severity of their disease, 35.2% of patients consider it to be serious, while the professional who treated them considers it to be serious only at 25.8% (Table 6 ).
DISCUSSION
The ENSSA survey of 2015 is the first population survey conducted with a sample that covers the entire population of social security affiliates in Peru. This article describes the design detail and the methodology used, as well as the most relevant general results obtained from the survey data.
The results of this report show that EsSalud has a population of age groups relatively similar to the one reported nationally by the Demographic and Family Health Survey (ENDES) of the same year 13 . Additionally, this report shows that the economic income of the affiliates is above the average minimum remuneration 14 and they have access to basic water, sewage and light services in proportions similar to the general population reported by the ENDES 13 . There are few studies that show the level of physical activity in the Peruvian population; however, in 2009 and 2010, the National Center for Food and Nutrition (CENAN), using the sample from the National Household Survey, measured the level of physical activity in more than 53,000 subjects between 15 and 69 years old; their results show a low level of physical activity (25.4% in women and 18.4% in men) 15 . However, by 2015, the analysis of the data from our survey reported a higher percentage of physical activity in young members, reaching 53.1% in affiliates between 12 and 17 years old, with respect to the data reported by CENAN. It is important to highlight that our results show a change of these frequencies in the two poles of the life cycle, reaching almost 50% in childhood and adolescence and falling drastically to a low 20% in those over 60 years old. In the same way, our results show that 7.1% of affiliates report having high blood pressure and 3.5% diabetes, values very similar to those reported by the National Institute of Statistics in 2017 16 . Access to health, education and public services are elements that allow to measure the development of a society and part of the domains to consider to measure equity in a population; thus, ENSSA survey has data that allow to evaluate access to health services from the determining factors point of view, both related to the consumer (economic, social, demographic), and those relating to the supply of services (type of) attention, level of care, care institution; the initial results we reported in this article show that the demand for health care in our affiliates is low, that is, at the time of the survey only the 35.9% reported any symptoms or discomfort, disease, relapse of disease or accident, and the 73.1% of these receive care, highlighting surprisingly that 10.9% served in pharmacies or other non-formal services of health, despite being a population with health coverage. It will be interesting that, with the data obtained in this survey, future studies can identify the barriers and factors related to the lack of access to health, considering even more that the ENSSA has data from a population affiliated with a health insurance.
Within the limitations of the study we can mention that the data were obtained by self-report. Although it is true that the self-reported data may include a reporting bias, this statement depends, in the case of health, on the objective existence of the disease, the subjective experience of the problem, and factors related to that report, such as the existence of a previous diagnosis made by a doctor, the subjective interpretation of the diagnosis and the recall bias. However, according to the methodology used (probabilistic nature of sampling, with random selection of households and individuals), this guarantees its representativeness and ability to inference of the results to the insured population.
